post-mortem report states there was no trace of a false membrane and draws attention to the acute inflammatory redness, cedema, and a superficial abrasion of the mucosa.
No. 805.-Acute cedema with hemorrhages obtained from a patient who died of septicaemia consequent on gangrenous stomatitis. An emergency laryngotomy had been performed by the late Mr. Stanley Boyd.
The third specimen was obtained from a child, aged 15 months, for whom the exhibitor was asked to do an emergency tracheotomy twenty-four hours before death. The patient had been in the children's ward five months for vomiting and gastro-enteritis, and just before the child's discharge from hospital during the influenza epidemic, it developed tonsillitis, adenitis, and a septic rash suggesting scarlet fever. When first seen by the exhibitor, there was considerable cervical adenitis with a subsiding tonsillitis and a symmetrical superficial abrasion above each tonsil, presumably due to the vigorous use of Mendl's paint. The case was not considered to be serious. The organism obtained from the swab was Streptococcus brevis. At the second examination, a week later, there was obvious laryngeal obstruction with slight cyanosis. The tongue was cedematous and the under surface in the position of the rub of the incisor teeth was covered with a yellowish exudate. Ulceration of bothf sides of palate above the tonsils covered by greyish exudate. Satisfactory examination of larynx impossible. Immediate tracheotomy with local novocaine aneesthesia. Patient died of broncho-pneumonia of a few days' duration twenty-four hours after tracheotomy.
Carcinoma of Deep Pharynx removed by Lateral
Pharyngotomy.
By WALTER HOWARTH, F.R.C.S.
MRS. M., aged 45, complained of discomfort on swallowing, with some painr, for the last few months. When seen (September, 1921), bismuth fluid passed without apparent obstruction, but the bismuth capsule could not be swallowed. C1Esophagoscopy revealed a shallow ulcerated growth on the posterior wall of the deep pbarynx, which extended almost into the aesophageal opening. Portion removed was reported by Professor Dudgeon to be squamous-celled carcinoma. Lateral pharyngotomy a few days later. The growth was found to extend somewhat more laterally and deeper than was thought, so that thorough removal erntailed the complete severance of the aesophagus from the pharynx. In spite of the fact that there was a gap of about 1i in. an end-to-end anastomosis was made between the upper end of the cesophagus and the large irregularly cut edge of the deep pharynx. Pharyngeal musculature and other available tissues were used to reinforce the sutured area.
Convalescence was not uninterrupted. The wound in the neck healed normally and the tracheotomy tube was removed on the tenth day, but fifteen days after the operation the patient collapsed severely and passed a pint of dark blood per rectum and another half pint next morning. The cesophageal feeding tube was then removed. The melena diminished and disappeared, but a few days later some lung symptoms developed on the right side, and a purulent pleural effusion was aspirated and found to contain streptococci in pure culture. As a result of the coughing and expectoration, the tracheal wound broke down again, but healed finally in a few days.
At the present time, five months after operation, solid food can be swallowed, but only with great care and some difficulty. Laryngoscopic examination shows no sign of the operation, as this was below the field of vision. Frothy mucus is seen in the postcricoid region. This may be due to stenosis consequent to the operation, or may be due to impaired neuromuscular co-ordination. Future oesophagoscopy will, however, decide this.
DISCUSSION.
Sir WILLIAM MILLIGAN (President), commenting on this difficult operation, observed that the exhibitor might be congratulated on the successful results obtained. There remained some slight stenosis, but it might be only fibrous. A very valuable suggestion in the record of the case was that of the retention of the feeding-tube for considerably longer than was the general custom. He had himself been in the habit of removing it after five or six days, but he was now sure it was too soon. There was much still to be done in regard to these operations, and Mr. Howarth had shown how much was possible.
Mr. E. M. WOODMAN referred to the cesophageal tube as the most vulnerable in the body. He thought some further details of this case would help the Section, and encourage members to persevere in their efforts. He asked in what position the head was placed following the end-to-end anastomosis of the esophagus. Also, how the head was fixed, whether in a mechanical appliance, or by means of a plaster bandage round the neck. Absolute immobility of the cesophagus after suture would be very desirable. He asked, further, what form of suture was used, whether interrupted, or continuous, and what form of external drainage. He (Mr. Woodman) always used external drainage, but had not succeeded in inducing the cesophagus to heal up without leakage.
Mr. TILLEY did not think the symptoms of frothy mucus should be called Jackson's sign; it had been recognized for years by other observers, and Sir Felix Semon had insisted on its significance in cases of post-cricoidal cancer. The accumulation of mucus was not infrequent in advanced cases of tuberculous and malignant disease in the pyriform fossm. Dr. W. HILL said Jackson erroneously claimed that the frothy mucus was a sign of cesophageal disease, whereas it was also a sign of disease in the deep pharynx.
Mr. HOWARTH (in reply) said he had never had any trouble with the niasal feeding tube in previous cases, but in this case apparently the irritation of the tube gave rise to some bleeding from the gastric mucosa on the fifteenth day and he had had to remove the tube. The patient was not placed in any particular post-operative posture: the neck was very firmly bandaged, and no mechanical appliance was employed. The aesophageal wall was sutured with interrupted catgut mattress sutures. The only drainage was by a Kocher's tube in the lower part of the wound for twenty-four hours. Double Abductor Paralysis due to Myasthenia Gravis. By WALTER HOWARTH, F.R.C.S. THIS patient (male, aged 25) was shown at the February meeting,1 and it was suggested that the condition was due to a bulbar lesion. The present diagnosis is based on the opinion of Dr. Birley and Dr. Buzzard, who find in
